Introduction
Gonococcaemia with arthritis and dermatitis was described in 1903 by Silvestrini. Subsequent reports, almost all from North America, distinguished two syndromes-one benign, with a mild fever, arthralgia or arthritis, and skin eruptions, and the other a serious illness with often fatal endocarditis (Levin and Silvers, 1937; Reitzel and Kohl, 1938; Williams, 1938) . After the introduction of penicillin both syndromes were regarded as rarities until recent years (British Medical Journal, Editorial 1970) . Abu-Nassar et al. (1963) drew attention to the specificity of the cutaneous lesion, and the arthritisdermatitis syndrome (Holmes, Wiesner and Pederson, 1971) , or benign gonococcaemia (Wolff, Goodman and Vahrman, 1970) , has been increasingly recognized. It is described as a uniformly mild condition responding rapidly to penicillin (Abu-Nassar et al., 1963; Barr and Danielson, 1971 ). This report describes six patients in Jamaica with gonococcaemia of varying severity-two were seriously ill, including one with myocarditis. Emphasis is placed on early diagnosis. (Abu-Nassar et aL, 1963; Barr and Danielsson, 1971 ) and the unavailability of the immunofluorescent technique (Barr and Danielsson, 1971; Danielsson, 1965) . Latex fixation, anti-nuclear factor and LE cell preparations were done on all patients and were negative except for the anti-nuclear factor in case 3. All patients gave a history of sexual intercourse within the previous 3 weeks. Positive cervical smears and cultures were obtained in three out of four, effusions were too small for aspiration in three out of four, and rapid response to penicillin occurred in all. Conversely, the patients with the longest history had negative cervical swabs but sizeable effusions with a positive aspirate GCFT and they responded much more slowly to penicillin.
Skin lesions. Classical embolic lesions, ranging from haemorrhagic maculo papules to vesiculo pustules, occurred in four patients. In three they were typically sparse and situated peripherally, and in two progression to a large necrotic lesion was seen. In one of the four, lesions were generalized and occurred in three separate crops. In a fifth patient a sparse maculo-papular rash occurred on the hands and wrists which could conceivably have been a reaction to an unidentified drug. The absolute specificity of the lesions in these patients bears reemphasizing, as their significance was missed in all cases by the first doctor the patient saw.
Arthritis. The distribution of arthritis conforms to the accepted pattern of a polyarthritis and/or polyarthralgia, usually with one joint (knee, ankle or wrist) most severely involved. Tenosynovitis occurred in two patients.
Vaginal discharge. In all patients a history was obtained of recent sexual intercourse and abnormal or excessive vaginal discharge. Unlike many series where no features of venereal disease were present, four of our six patients presented with a discharge from which N. gonorrhoea was identified or isolated.
In two of three smears yielding Gram-negative Arthritis was a common complication of gonorrhoea in the pre-antibiotic era, occurring chiefly in males. It is once again recognized as a common disorder, perhaps in association with the rising incidence of gonorrhoea throughout the world in the last decade (Guthe, 1972) . It now occurs predominantly in females (Abu-Nassar et al., 1963; Keiser, Ruben and Wolinsky, 1968) and frequently in association with skin lesions as part of a gonococcaemia (Keil, 1938; Abu-Nassar et al., 1963; Barr and Danielsson, 1971 (Wilcox, 1964) .
The GCFT on synovial fluid was consistently positive in our patients but the investigation is timeconsuming and joint fluid is not always obtainable.
Before penicillin was available, fulminating gonococcal endocarditis was not uncommon (Williams, 1938; Davis and Romansky, 1956 ). Gonococcal myocarditis is less well recognized. Master and Jaffe (1934) listed the ECG abnormalities of myocarditis in a wide variety of patients with acute infections, including sixteen patients with gonococcal arthritis. Five of these had a tachycardia of more than 120/min, three had PR interval of more than 0-2 sec, three had T-wave inversion and two had RST abnormalities. Other cases were described by Bang in 1940, and Shapiro et al. (1949) reported four cases in order to demonstrate that polyarthritis and myocarditis are not pathognomonic of acute rheumatism. In developing countries such as Jamaica, where acute rheumatism is still a common cause of morbidity and mortality, the distinction is important for early specific treatment. Furthermore, the increasing use of steroids and immunosuppressive agents in societies without comprehensive health services will inevitably produce severe complicating infections as described here.
